argument for materially diVerent guideline recommendations in specific countries is strong. In such situations many countries may legitimately argue that they are special, and service availability, health economic, and other factors are rightly allowed influence. However, by the time the patient has undergone coronary angiography and reached the point of being considered for revascularisation, the argument for major inter-nation diVerences in recommendations for good clinical practice is less strong. Might one core international guideline suYce, possibly with minor modification to local circumstances? After all how many diVerent recommendations for the management of triple vessel disease, once demonstrated, can there be?
Guidelines: any good?
If guidelines abound, their use in routine clinical practice does not. To date, guidelines have been used more in ad hoc audits and quality of care studies than in everyday practice. What is to say if a guideline is any good? The acid test is not just whether it influences the processes of medical care 5 but whether it helps deliver better clinical outcomes to patients. Two related aspects of the guidelines discussed by Peters and Bredee are diVerent from previous guidelines and might conceivably improve the quality of care. First, they explicitly force consideration of the question "should this patient undergo revascularisation?" This is one of the first attempts to address the generic question of coronary revascularisation, rather than the specific and separate questions of recommendations for angioplasty and bypass surgery. This novel approach may oVer the opportunity to see the "wood for the trees" in a way that separate guidelines devoted to angioplasty or bypass surgery may not.
Second, Peters and Bredee make a specific proposal for the obligatory use of the guidelines in day to day clinical decision making-a proposal that is radically diVerent from current practice in many countries. According to Peters and Bredee, " . . .it is necessary to discuss all patients who are considered for either elective or emergency revascularisation during a multi-disciplinary meeting [where] at least one interventional cardiologist and one cardiac surgeon should be present." This "heart team" will then, according to their published guidelines, decide the necessity and modality of subsequent treatment. If revascularisation is recommended, consideration is given to benefits (prognostic or symptomatic), risks (of intervention), and urgency (with estimated waiting time). A written report of the decision and considerations is then sent to the referring cardiologist.
Guidelines based review of all revascularisation decisions by both cardiologist and surgeon oVers potential advantages. In many countries cardiologists "refer to themselves" patients for angioplasty and act as gatekeepers to cardiac surgery. If cardiologists had systematic preferences for their own procedure, a "heart team" might help improve the appropriateness of management by removing their gatekeeping role. However a recent UK expert panel rating the appropriateness of angioplasty and bypass surgery did not find any evidence that cardiologists rated angioplasty more appropriate than surgeons, nor that surgeons rated bypass more appropriate than cardiologists. 6 The "heart team", by reaching consensus, might reduce ubiquitous practice variations. It would help reduce the error inherent in angiographic interpretation and disagreements on subsequent patient management. 7 There might also be an opportunity to include explicitly the wishes of individual patients. Informed patient preference for revascularisation modality is essential as, for most patients being revascularised, neither bypass surgery nor angioplasty is superior across all outcomes at all periods of follow up, and people with a given level of functional impairment from angina place diVerent values on symptomatic relief. 8 However, potential advantages are not necessarily real advantages-they require empirical demonstration. Using guidelines as an ongoing aid to deciding whether and how to revascularise-rather than for one oV, periodic auditconstitutes a health technology in its own right. Furthermore this is a technology with its own potential adverse consequences; there is a significant opportunity cost in involving surgeon and cardiologist in reviewing all patients for revascularisation. To address the question of whether these guidelines and the "heart team" approach are any better than usual decision making, comparative studies of clinical outcome are required. Prospective studies would need to measure clinical outcomes assessed by doctors and patients as well as cost and process measures (overall and procedure specific revascularisation rates and their variation between referring cardiologists and institutions; error in angiographic reporting; patient choice; waiting times).
Over the past decade, guidelines have been introduced that cover most aspects of the management of suspected and proved coronary artery disease. These guidelines are important sources of standards and their use may improve the process of medical care. 5 However, guidelines are merely tools, not an inevitable feature of the practice of clinical medicine. If over the next decade such guidelines do not demonstrate their eVectiveness (impact on clinical outcomes) alongside other health technologies, their days may be numbered.
